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Abstract
Pulmonary artery aneurysm is rare condition. Different etiologies have been reviewed, but idiopathic lesions without other
symptoms are seldom reported.
We report the case of a 73-year-old female with idiopathic main pulmonary artery aneurysm of 54 mm. There was no other
accompanying abnormality.
Because the patient was old, had no severe symptoms and there were no signs of aneurysmic compression or a shunt, initial
considerations of surgical intervention were turned down.
This report highlights a case of conservative management of such affected patients, with regular follow-up.
Copyright © 2016, The Egyptian Society of Cardio-thoracic Surgery. Publishing services by Elsevier B.V. This is an open access
article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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The diagnosis of a main pulmonary artery aneurysm (PAA) is rare and its pathogenesis is poorly understood [1]. It
often appears as an incidental finding. Currently, there are no clear guidelines for surgical intervention in PAA because
its clinical manifestations are not specific and treatments remain controversial.
2. Case report
A 73-year-old female patient was evaluated for dyspnea New York Heart Association class II. Her medical history,
including family history, was unremarkable. There was no history of orthopnea, cough, fever, hemoptysis, chest pain,
or syncope.
On physical examination, her blood pressure was 110/65 mmHg and her heart rate was 82 beats/min with a regular
pulse. Cardiac auscultation was normal, and no other positive findings could be seen, in particular no signs or
symptoms suggestive of Behçet's disease or Marfan Syndromewere found. Electrocardiography showed sinus rhythm.* Corresponding author.
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echocardiographic examination was performed.
On echocardiography, the chamber sizes of the right and left sides of the heart were normal, with a systolic pul-
monary artery pressure of 30 mmHg. The main pulmonary artery was dilated to 6 cm in diameter and no other ab-
normality could be detected on the pulmonary valve itself.
A computed tomographic scan of the thorax confirmed the 54 mm-sized aneurysmal main pulmonary artery (Figs.
1 and 2). The proximal left pulmonary artery was also moderately dilated. No other accompanying abnormality was
seen on CT scan.
Since the patient was old, had no severe symptoms and there were no signs of aneurysmic compression or a shunt,
initial considerations of surgical intervention were turned down.
3. Discussion
Pulmonary artery aneurysms are very rare and constitute less than 1% of the aneurysms occurring in the thoracic
cavity [1]. Etiology and pathogenesis of such aneurysms have not been clarified completely. One possible and frequent
cause is a post-stenotic dilatation from pulmonic stenosis, which could be excluded in the presented case. Many
associated diseases have been discussed. They include congenital defects with intracardiac shunting, right ventricular
outflow tract obstruction, tricuspid valve disease in intravenous drug addicts, vascular abnormalities such as arteritis,
and pulmonary artery hypertension [2]. Some connective tissue diseases, such as Marfan syndrome and Behçet
syndrome, have been reported as well [3]. In this case, there was no evidence of any of these conditions.
To identify a pulmonary artery aneurysm as idiopathic, it should satisfy the following criteria [4]: (1) simple
involvement of the pulmonary artery with or without involvement of the adjacent arterial trunk; (2) absence of
abnormal intracardiac or extracardiac shunts; (3) absence of chronic cardiac or pulmonary disease, both clinically and
at autopsy; and (4) absence of arterial disease such as syphilis, and more than simple atheromatosis or arteriolar
sclerosis. With these criteria, our patient fit quite well into the diagnosis of idiopathic pulmonary artery aneurysm.
Nonspecific clinical symptoms could be seen in PAA such as hemoptysis, dyspnea on exertion, cough and chest
pain. Our patient had dyspnea on exertion NYHA II but no history of hemoptysis or chest pain. The first diagnostic
tools include transthoracic and transesophageal echocardiography. Invasive pulmonary angiography remains as the
“Gold standard” for the evaluation of the extent and the pressure gradients of pulmonary aneurysms. However, MRI
and CT angiography have emerged as non-invasive imaging modalities that allow reliable detection and long-term
follow-up [5].
There are no clear guidelines for management of pulmonary artery aneurysms. These aneurysms are generally
regarded benign and less lethal as compared with their aortic counterpart. Surgical intervention should be considered
in some patients whose presentations involve life-threatening symptoms such as massive hemoptysis. Most reports of
ruptured PAAs were associated with some underlying disease such as mycotic aneurysm, Behcet syndrome or other
complications of some cardiac surgeries [3]. It is also wise to consider intervention for larger asymptomatic aneu-
rysms, based on Laplace's law, as the aneurysm will have the tendency to increase further and may eventually rupture
[5]. Conservative treatment is advocated when there is no left-to-right intracardiac shunt or significant pulmonaryFig. 1. Contrast CT-scan of the thorax delineating the pulmonary artery anatomy, with dilation of main and proximal left pulmonary arteries.
Fig. 2. 64-slice computed tomography surface rendered 3-D images showing an important dilation of the main pulmonary artery.
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pulmonary trunk aneurysm has been reported in the absence of an intracardiac shunt and pulmonary hypertension [2].
Thus, the relationship between the rate of aneurysm enlargement and the level of PA pressure is unclear. In our case,
the patient was 73-year-old, had no severe symptoms and there were neither aneurysmic compression nor intra-cardiac
shunt. Therefore, we decided to manage our patient conservatively with regular follow-up using CT scans.
4. Conclusion
This report highlights a case of conservative management of pauci-symptomatic pulmonary artery aneurysm with
neither pulmonary hypertension nor cardiac or pulmonary disease. The patient has been regularly followed with CT-
scans during the last two years with no changes in the aneurysm anatomy.
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